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Abstract
Background: Clients have explicit desires or requests for services when visiting hospitals; inadequate discovery
of their needs may result in dissatisfaction. Patient satisfaction influences retention in HIV care, adherence to
HAART and serves as determinant to HIV suppression. This study’s objectives were to quantify clients’
satisfaction with HIV services in Bamenda and determine relationship between satisfaction and clients’ socio-
demographic/structural characteristics.
Methods: A cross-sectional study was conducted on HIV-positive patients followed-up, on treatment and who
consulted in the Bamenda Regional Hospital treatment centre between July and August 2014. Participants
consent was sought and data collected on client’s level of satisfaction to staff-patient-communication, staff
attitudes, privacy and confidentiality and staffing and amenities situations in the hospital. Data was collected
using a structured questionnaire interviewer-administered by investigator and trained health personnel.
Collected data was analyzed using Epi Info version 3.5.4 and clients’ satisfaction measured using frequencies
and percentages.
Results: A total of 384 participants took part in this study and their median age was 37 years (IQR: 29-46). Two
hundred and seventy-four (71.4 %) participants were females. Overall satisfaction with HIV services was 91.2 %
and participants reported less satisfaction with overall staffing and amenities situation of the centre (3.6 %). In
the multivariate analysis, only being female, employed and perceiving high number of nurses working at the
treatment centre remained significant predictors of overall satisfaction with HIV services.
Conclusion: A high proportion of participants expressed satisfaction with HIV services. However, some
dissatisfaction is masked in this high satisfaction level. This dissatisfaction underscores need to improve staff
attitudes, staff-patient-communication, employ more staff and build better patient facilities. Future studies
need to focus on assessing long-term progression of satisfaction levels with services and determinants of
satisfaction involving larger samples in many treatment centres.
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Background
The HIV/AIDS pandemic is a major public health prob-
lem with an estimated 35.0 million people living with
the virus globally [1]. In 2013 alone, 2.1 million people
globally became newly infected and 1.5 million people
died from AIDS related causes. Despite efforts to pre-
vent new infections and deaths, there were 1.5 million
new infections in sub-Saharan Africa alone with an adult
prevalence rate of 4.5 % [1]. HIV prevalence in
Cameroon is 4.5 % - one of the highest for the West and
Central African sub region [2]. Besides this, many HIV/
AIDS carriers in Cameroon are victims of a common
practice of discrimination and stigmatisation and this
further hinders access to treatment [3].
Again, HIV care decentralization has been enforced as
a national policy in Cameroon [4] but there has been
few attempts to examine the performance of this policy
and particularly its role in protecting against cata-
strophic health expenditures [5]. The Catholic Relief Ser-
vices reports that in Cameroon, follow up of people
living with HIV is provider-oriented, that there is little
client education and limited client involvement in clin-
ical monitoring [6]. Furthermore, the health care system
frequently experiences low access to quality drugs, inad-
equate staffing, coordination and management of com-
modities for HIV, further compounded by the fact that
only 6 % of government’s budget is allocated to health
[7]. This kind of services may lead to poor patient satis-
faction associated with poorer HAART treatment out-
comes and lower treatment adherence [8].
Patients have explicit desires for services when in hos-
pital and inadequate discovery of their needs may result
in patient dissatisfaction [9]. It is easier to evaluate pa-
tients’ satisfaction towards services received than evalu-
ate the quality of medical services. Moreover, patient
satisfaction indicators remain stable over time while
clinical indicators change with technology and the pace
of medical progress [10]. Thus, to make better health
policies and develop measures to increase utilization of
primary health care services, patients’ views and the un-
derstanding of populations’ perceptions of quality of care
are very critical and important [11, 12]. Also, since one
of the pillars of improving quality of health services is
measuring and addressing client satisfaction, it is recom-
mended that clinicians should avoid sidelining patients
experience as too subjective or mood-oriented, divorced
from the ‘real’ clinical work of measuring safety and ef-
fectiveness [13–15].
Since evaluating patients’ satisfaction should be con-
stant so as to reformulate the baseline and to be able to
assess interventions and changes in measuring care
provision [16], we assessed the percentage of persons liv-
ing with HIV/AIDS (PLWHA) who expressed satisfac-
tion with overall HIV services, clients’ satisfaction with
staff patient communication, staff attitudes, privacy and
confidentiality, staffing and amenities and investigated
the socio-demographic/structural correlates of clients’
satisfaction with HIV services in Bamenda, Cameroon.
Methods
Study design and setting
A cross-sectional study was conducted on adult PLWHA
who were either on treatment or followed-up in the
Bamenda Regional Hospital (BRH) treatment centre.
Briefly, this study was conducted in the BRH’s AIDS
Treatment Centre – a centre that receives over 4000 pa-
tients per year for routine HIV-care including follow-up
by doctors and other health personnel. This centre re-
ceives patients between 8 a. m and 3 p.m. from Monday
to Friday. The centre has a waiting room equipped with
benches where patients first wait upon arrival at the fa-
cility, a reception room where patients are registered in
order of their arrival at the centre and consultation
rooms where patients are consulted and counseled.
Study population, participants and sampling
The study population was made up of attendees of the
BRH AIDS treatment centre. To be eligible for the study,
a participant had to be HIV positive, aged 21 or above,
registered for care or taking ART in the BRH treatment
centre for at least 6 months and must have been present
in the centre in the month of July 2014. Patients at an ad-
vanced stage of AIDS, who were seriously ill, were men-
tally or physically unable to complete the study and who
were unable to give their consent and provide responses
to the questions in English, were excluded from the study.
Participants were enrolled in the period between July
and August 2014, by two trained data collectors (per-
fectly bilingual nurses who were not working at the
BRH) and the investigators. Each participant was eligible
only once. To get a sample representative of all at-
tendees to the centre, a list of all patients who were
present in the centre in the month of July 2014 was used
and balloting done to select participants. Selected partic-
ipants were approached consecutively as they registered
at the beginning of their visit in the centre in the month
of August 2014. Once a participant agreed to participate
they were given the opportunity to undergo all study en-
rolment processes of consenting after which they were
interviewed by the trained data collection staff in an ar-
ranged consultation room in the centre either before or
after their consultation without interrupting care provision
services at the centre. This process continued until the
calculated sample size of 384 was reached.
The sample size was determined using a formula for
estimating a single population proportion for a cross-
sectional study for an infinite population [17]. Since the
proportion of clients who are satisfied with HIV
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treatment services in Bamenda and Cameroon was not
known, the following assumptions were taken: propor-
tion of poor satisfaction of 50 % at 95 % confidence level
and error margin of 5 %. This gave a sample size of 384.
Data collection
Data was collected by trained data collectors using an
English version validated structured questionnaire (Add-
itional file 1) that was used in South Africa to evaluate
patients’ satisfaction with HIV and Tuberculosis treat-
ment [18]. The questionnaire was divided into two sec-
tions: Section A on socio-demographic characteristics
(sex, age, marital status, education, and employment sta-
tus); and Section B with 13 questions assessing clients’
satisfaction. The responses of these 13 questions were
categorical (“very satisfied”, “satisfied”, “don’t know”,
“dissatisfied”, “very dissatisfied”, or “strongly agree”,
“agree”, “uncertain”, “disagree”, “strongly disagree”) or
binary (“yes”, “no”) and an open ended question. Though
the questionnaire had been validated and used in South
Africa, a pilot study was still done in the BRH treatment
centre in Bamenda to assess its validity before modifying
and using it in this study.
Data management and statistical analysis
Data from the questionnaire were entered into an Epi
Info 2000 database (WHO/CDC Atlanta, USA) and ana-
lysed using Epi Info version 3.5.4. Participants’ socio-
demographic/structural characteristics have been de-
scribed using means, medians, standard deviations and
inter-quartile ranges for continuous variables and using
frequencies for categorical variables.
To determine levels of satisfaction, each item in the
questionnaire was separated under sub topics (global
satisfaction, staff patient communication, staff attitude,
privacy and confidentiality, staffing and amenities). Cat-
egorical responses in each sub topic were coded into
binary variables (“Satisfied” vs “dissatisfied” and “agree”
vs “disagree”). Since the percentage of “Don’t know” and
“uncertain” responses was less than 10, they were con-
sidered as missing data and analysed as such. The re-
sponses to the open ended question “How do you think
the services in this centre could be improved?” were
coded manually into themes and a thematic analysis was
done by identifying and analyzing common ideas and
patterns in the responses from the data. The frequency
of each response was described and each sub topic’s fre-
quency and percentage was computed by assigning all
positive satisfaction items to one newly created variable
representing each sub topic.
To assess how socio-demographic/structural charac-
teristics are associated with overall patient satisfaction,
bivariate analysis and multivariate regression analysis
were done on sex, age, marital status, employment
status, education level and also on distance to centre,
perceived number of doctors, nurses and counselors in
the centre. The bivariable analysis was done by consider-
ing overall satisfaction with services as a binary outcome
variable and socio-demographic/structural characteris-
tics as predictors, then computing the odds of being sat-
isfied with care services between participants using
unadjusted Odds ratios and 95 % CI. A P-value ≤ 0.25
was set as the determining point for a variable to be
considered as appearing to have an association with sat-
isfaction in the bivariate analysis and be included in the
multivariate logistic model [19]. The multivariate ana-
lysis consisted computing adjusted Odds ratios using a
multiple logistic regression model with overall satisfac-
tion as the binary outcome variable and patients socio-
demographic/structural characteristics as predictors. All
variables that had p-values <0.05 in the multivariate lo-
gistic regression model were considered as having a sta-
tistically significant association with satisfaction.
Results
Demographic characteristics
The characteristics of the 384 participants included in
this analysis are presented in Table 1. The median age of
participants was 37 years (IQR: 29-46) and a vast major-
ity of the participants (71.4 %) were females. More than
half of the participants were married (59.4 %) and 180
(47.0 %) had attained secondary school level. The me-
dian number of years of participants since they were first
diagnosed HIV positive was 4 years (IQR: 2-7). Two
hundred and twenty-six participants (59.0 %) were
employed or had something doing which raises them in-
come and the median distance from their homes to the
treatment centre was 5 km (IQR: 3-9). The mean per-
ceived number of counselors working in the BRH treat-
ment centre was 6 (SD: 1.70) while that for doctors and
nurses was 1 (SD: 0.37) and 5 (SD: 0.89) respectively.
Levels of satisfaction with HIV treatment services
Table 2 shows the levels of satisfaction of clients with
various HIV treatment services. Almost all clients were
globally satisfied with the services offered to them at the
treatment centre. Three hundred and ten clients
(91.2 %) reported being satisfied with the services they
received. However, satisfaction levels varied greatly for
some specific dimensions of quality of HIV care services.
a) Staff-patient communication
Majority of the clients, 377 (99.0 %) agreed that the
health workers (doctors and nurses) fully discuss their
treatment with them and 340 (95.0 %) reported that
they find it easy to tell the health workers when they
missed taking their tablets. Although less than half of
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the participants, 123 (34.5 %) agreed that it was a
problem that health workers did not speak their lan-
guage, over half of the participants (53.0 %) reported
that the health workers were too busy to listen to
their problems anyway.
b) Staff attitudes
The attitudes of staff with regards general respect of
all clients and respect of individual patients was a little
contradicting. More than half of the participants, 182
(54.5 %) agreed that staff do not treat patients with suffi-
cient respect, even though, a high proportion of the par-
ticipants reported that the health workers they saw or
have been seeing respected them.
c) Privacy and confidentiality
Three hundred and thirty-seven participants (90.8 %)
reported that at the centre, they had for some times or
nearly all the time been able to talk to the doctors or
nurses in private and a high proportion of the clients
(90.9 %) agreed that patients information is kept confi-
dential at the treatment centre.
d) Staffing and amenities
For their ARV treatment, most clients (83.6 %) pre-
ferred doctor-based care. One hundred and forty-nine
(55.0 %) of participants agreed that the facility (including
waiting area and toilets) are dirty with a high proportion
of clients (83.8 %) reporting that the queues to see a
doctor or nurse were too long at the centre. Data from
the open ended question provided some clues to the
sources of dissatisfaction (shortages of drugs at the
centre, the none time consciousness of staff at work,
lack of female doctors to attend to females at the centre,
none distribution of cotrimoxazole tablets at the centre,
Table 1 Characteristics of the overall study population (N (%) or
Mean (SD) or Median (IQR))

















High school 66 17.2
University 15 3.9





Perceived number of Counselors 6 1.70
Perceived number of Doctors 1 0.37
Perceived number of Nurses 5 0.89
aPrimary education involves atmost seven years, secondary at most twelve,
high school at most forteen and university above forteen years of education.
N frequency, % frequency in percentage, SD standard deviation and IQR inter
quartile range
Table 2 Levels of satisfaction of patients with HIV services




Service Satisfaction 310 (91.2)
Staff-patient communication 157 (40.9)
Staff discuss treatment with patient 377 (99.0)
Patient tells when missed taking tablet 340 (95.0)
Staff language not patient’s 123 (34.5)
Staff too busy to talk to patient 168 (53.0)
Staff attitudes 193 (50.3)
Some staff don’t respect patients 182 (54.5)
Staff I see respect me 328 (93.7)
Privacy and confidentiality 326 (84.9)
Information kept confidential at centre 309 (90.9)
Patient talks to staff in private at centre 337 (90.8)
Staffing and amenities 14 (3.6)
ARV staff preferred
To see a nurse in a nearby clinic 59 (16.4)
To travel further to see doctor 301 (83.6)
Dirty Facility 149 (55.0)
Long queues 290 (83.8)
How to improve services
Shorter queues 178 (58.9)
More workers 272 (90.1)
Cleaner facilities 123 (41.3)
Better patient facilities 230 (75.9)
N frequency, % frequency in percentage
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lack of French speakers to give health education in
French, none respect of clients by some staff especially
nurses, the closure of the service centre over the week-
ends, lack of sufficient motivation to staff to encourage
them treat patients with respect and the small nature of
the waiting room). Regarding the means of improving
services at the centre, one hundred and seventy-eight
(58.9 %) of participants reported shorter queues; a very
high proportion (90.1 %) reported having more health
workers; 41.3 % having cleaner facilities and 75.9 % hav-
ing better patient facilities as ways of improving the ser-
vices at the treatment centre. Some of the patients
highlighted that coming to work early, opening centre
over the weekends, offering free CD4 tests and reduced
tests prizes for required examinations, giving financial
aid to assist in transportation and purchase of other
drugs and employing female doctors to cater for females
living with HIV were also means of improving the ser-
vices offered at the centre.
Participants’ satisfaction
Overall, after adding up positive satisfied items in each
of the five subtopics of satisfaction assessments in
Table 2, participants were globally satisfied (91.2 %) with
the services offered at the centre. Just about half of the
proportion of participants 193 (50.3 %) expressed satis-
faction with staff attitudes. Three hundred and twenty
six participants (84.9 %) were satisfied with the level of
privacy and confidentiality at the treatment centre. How-
ever, less than half of the participants 157 (40.9 %) were
satisfied with the level of staff-patient-communication
and the level of satisfaction with staffing and amenities
situation at the centre was relatively poor with only four-
teen participants (3.6 %) being satisfied with staffing and
amenities (Fig. 1).
As a means to improve these services, some of the par-
ticipants (20.0 %) said the staff should observe time con-
sciousness in coming to work, 17.6 % said measures to
avoid stock out or shortages of drugs at the centre should
be derived and 14.4 % said respecting clients and employ-
ing French speakers to give health education in French for
the benefit of francophone clients was necessary (Fig. 2).
Correlates of clients satisfaction
The socio-demographic/structural correlates of clients’
overall satisfaction with HIV treatment services offered
at this treatment centre are presented in Tables 3 and 4.
In the bivariable analysis, the factors that appeared to be
associated with clients’ overall satisfaction with HIV
treatment services included sex, being of age 31-40 and
51 and above when compared to age 41-50, being 5-9
years since HIV positive diagnosis when compared to
being less than one year since diagnosis, not being
employed or not doing something that raises money
compared to doing something or being employed and
having increasing number of nurses at the treatment
centre. In fact, the odds of being satisfied with HIV ser-
vices in male participants was 0.50 times (95 % CI: 0.23,
1.09) that in female participants. The odds of being sat-
isfied with HIV services comparing participants aged 51
and above to participants 41-50 years of age was 0.36
times (95 % CI: 0.10, 1.25). Also, the odds of being satis-
fied with HIV services in participants 5-9 years since
HIV positive diagnosis was 0.38 times (95 % CI: 0.08,
1.80) that in participants who had not been up to a year
since their HIV positive diagnosis. Again, the odds of be-
ing satisfied with HIV services in participants who said
they were not employed or not doing something that
raises money was 0.59 times (95 % CI: 0.28, 1.26) that in
participants who said they were employed and had
something doing that raises them money. Finally, the
odds of being satisfied with HIV services in participants
who said there are 1-4 nurses at the treatment centre
was 0.50 times (95 % CI: 0.23, 1.06) that in participants
who said there are 5 or more nurses at the treatment
centre (Table 3).
After adjusting for potential confounding by each of
the socio-demographic/structural factors that appeared
to have an association with satisfaction in the bivariate
analysis, only being of female sex, being employed and
perceiving increasing number of nurses in the centre
remained significant predictors of satisfaction. The odds
of being satisfied with HIV services in male participants
was 0.40 times (95 % CI: 0.17, 0.91) that in female par-
ticipants. The odds of being satisfied with HIV services
comparing participants unemployed or doing nothing
that raises money to those employed or doing something
that raises money was 0.42 times (95 % CI: 0.18, 0.99).
Finally, the odds of being satisfied with HIV services in
participants who said there were 1-4 number of nurses
at the centre was 0.45 times (95 % CI: 0.20, 0.98) that in
participants who said there were 5 or more nurses at the
treatment centre (Table 4).
Discussion
The subjective concept of patient satisfaction is an im-
portant outcome of healthcare delivery, it can instru-
mentally affect health outcomes because it determines
long term retention in care as well as adherence; and in
scaling up HIV treatment, programme managers should
not only focus on increasing number of patients on
treatment to decrease HIV-related mortality but also on
aspects of treatment delivery that could affect patients
satisfaction [18].
In this study to appraise the level of satisfaction of cli-
ents with HIV services at the BRH HIV treatment
centre, we assessed the proportion of clients who
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Fig. 1 Percentage of clients’ satisfaction with major care components in Bamenda, Cameroon
Fig. 2 Clients’ opinions of how HIV treatment services can be improved at treatment centre in Bamenda, Cameroon
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expressed satisfaction with the general services of the
centre, with staff attitudes towards clients, privacy and
confidentiality in handling clients and their information
at the centre, staffing and amenities situation of the
centre and we also assessed clients views on how ser-
vices at the centre can be improved. We document that
the proportion of clients satisfied with the general treat-
ment services offered in this centre is high. Approximately,
91 % of clients are satisfied-too high a percentage per se, to
raise any concerns of dissatisfaction among clients. How-
ever, dissatisfaction with particular aspects of care services
such as the respect health workers show patients, waiting
times, staff-patient-communication and staffing and amen-
ities situation of the centre was also documented. In the
study participants, available demographic and structural
characteristics, both individually and as a group, did not ac-
curately distinguish clients satisfied with services and those
who were not. However, being of female sex, being
employed and perceiving increasing number of nurses at
the treatment centre had statistically significant associations
with overall satisfaction.
While the overall level of satisfaction among partici-
pants appears high (91.2 %), it is within the range
Table 3 Correlates of clients’ satisfaction with overall HIV
services- bivariable analysis
Characteristic N % Clients satisfied
with services
P-values
ORa 95 % CI
Age
21-30 100 92.6 0.68 0.20-2.36 0.55
31-40 85 89.5 0.47 0.14-1.55 0.21
41-50 73 94.8 Ref - -
51+ 52 86.7 0.36 0.10-1.25 0.11
Sex
Male 78 86.7 0.50 0.23-1.09 0.08
Female 232 92.8 Ref - -
Marital status
Single/never married 108 93.1 0.64 0.08-5.41 0.68
Married 181 89.6 0.41 0.05-3.21 0.40
Divorced/separated 21 95.5 Ref - -
Educationb
Primary 101 91.8 Ref
Greater than primary 208 90.8 0.88 0.39-2.00 0.76
HIV yearsc
0 42 95.5 Ref
1-4 130 91.5 0.52 0.11-2.40 0.40
5-9 97 89.0 0.38 0.08-1.80 0.22
10+ 39 90.7 0.49 0.08-2.81 0.42
Employed
No 125 88.7 0.59 0.28-1.26 0.17
Yes 184 92.9 Ref - -
Distance
1-25 282 91.6 Ref
26-55 16 88.9 0.74 0.16-3.39 0.70
56+ 12 85.7 0.55 0.12-2.61 0.45
Perceived number of counselors
1-4 55 91.7 Ref
5+ 213 91.4 0.97 0.35-2.70 0.95
Perceived number of doctors
1 254 90.7 0.78 0.26-2.34 0.45
> 1 50 92.6 Ref - -
Perceived number of nurses
1-4 116 87.2 0.50 0.23-1.06 0.07
5+ 178 93.2 Ref - -
aOR unadjusted odds ratio, bPrimary education at most seven years and above
seven years of education for greater than primary, cHIVyrs number of years
since HIV-positive diagnosis, OR odds ratio, Ref reference variable category,
CI confidence interval, P-values < 0.25 suggests possible association
to satisfaction
Table 4 Correlates of clients satisfaction with overall HIV
services- multivariable analysis
Characteristic N % Clients satisfied with
services
P-values
aORa 95 % CI
Age
21-30 100 92.6 0.75 0.19-2.96 0.685
31-40 85 89.5 0.44 0.13-1.53 0.198
41-50 73 94.8 Ref - -
51+ 52 86.7 0.40 0.11-1.53 0.181
Sex
Male 78 86.7 0.40 0.17-0.91 0.030
Female 232 92.8 Ref - -
HIV yearsc
0 42 95.5 Ref
1-4 130 91.5 0.47 0.10-2.28 0.350
5-9 97 89.0 0.32 0.06-1.67 0.176
10+ 39 90.7 0.69 0.10-5.01 0.716
Employed
No 125 88.7 0.42 0.18-0.99 0.048
Yes 184 92.9 Ref - -
Perceived number of nurses
1-4 116 87.2 0.45 0.20-0.98 0.045
5+ 178 93.2 Ref - -
aaOR adjusted odds ratio, cHIV years number of years since HIV-positive diagnosis,
OR odds ratio, Ref reference variable category, CI confidence interval, P-values < 0.05
are statistically significant
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described among clients in similar situations and receiv-
ing similar services elsewhere. We found no studies of
patients satisfaction with HIV services done in
Cameroon before this study, but the levels of satisfaction
with HIV services in sub-Saharan Africa has ranged from
44.3 % to 95 % and mean satisfaction ranges of 3.07 to
4.25 in Nigeria [20, 21], Ethiopia [22], Kenya [8, 23], and
South Africa [18, 24]. The highest level of satisfaction
(95 %) so far was detected in a study of 300 HIV-positive
patients receiving treatment services in South Africa [18].
The levels of satisfaction in this study could be influ-
enced by population characteristics or clients perceptions
of adverse future variations in services if they reported be-
ing dissatisfied. Though we sampled participants in the
BRH treatment centre, the sample may not have been rep-
resentative of all HIV-positive patients seeking HIV ser-
vices in treatment centres in Bamenda, Cameroon as the
study did not include other treatment centres in the town
and region at large. We do not however expect the differ-
ence in the level of satisfaction to be substantial as the
BRH treatment centre offer care to a very high number of
HIV-positive patients not only in Bamenda but in the
whole North west region which is one of the regions with a
high prevalence of HIV-positive patients in Cameroon
[25]. Potential errors due to bias in data collection or poor
collection of data could actually mean that our levels of
satisfaction are overestimated and that our not finding an
association between some socio-demographic/structural
characteristics is misleading. Nevertheless, the quality of
our data was assured by data collectors being trained to
insure adequate data collection and the daily monitoring of
the data collection process by the principal investigator.
The seemingly low levels of satisfaction observed in
staff attitude towards clients (50.3 %), staff-patient-
communication (40.9 %), and staffing and amenities
situation of the treatment centre (3.6 %) reiterates the
need for health workers to improve their attitudes to-
wards clients, improve level of communication with
clients, the need to train and employ more personnel
to cater for clients and the need to build better and
cleaner care facilities.
We found only one study in South Africa that assessed
clients’ levels of satisfaction with HIV services and the asso-
ciation of clients’ satisfaction to clients’ socio-demographic/
structural characteristics. Many studies in sub-Saharan
Africa were conducted to establish the level of satisfaction
and the association of satisfaction to socio-demographic
characteristics only, without including structural character-
istics of the treatment centre [8, 18, 21–24, 26]. While our
sample size was adequate for estimating the levels of satis-
faction with various services, only a limited number of co-
variates appeared to have an association with satisfaction
and could be considered as potential predictors. This is
similar to the study of Tran and Nguyen who found sex to
have a statistical association with satisfaction with HIV ser-
vices in Vietnam [27] but dissimilar with studies done in
Uganda [20], Ethiopia [22] and South Africa [28, 29] which
found education and socio-economic status to have an as-
sociation with satisfaction. We used only overall satisfaction
with HIV services as outcome variable and did not assess
for the possible association of covariates to staff attitudes,
privacy and confidentiality, staff-patient-communication
and staffing and amenities situation of the centre. None-
theless, we think all these are absorbed in overall
satisfaction.
Conclusion
In conclusion, the percentage of clients who expressed sat-
isfaction with HIV treatment services at the BRH HIV
treatment centre was high. The level of clients’ satisfaction
with privacy and confidentiality at the treatment centre
was also high. Concerning staff attitudes towards clients,
staff-patient-communication and staffing and amenities
situation of the treatment centre, the clients’ levels of sat-
isfaction were considerably low. These low levels of satis-
faction underscores the need for improvement of staff
attitudes, staff-patient-communication, the need to train
and employ more health personnel to manage HIV clients
at the centre and the need to build better spacious and
cleaner HIV treatment facilities. There was a relationship
between client satisfaction and only three clients’ socio-
demographic/structural characteristics (being female, be-
ing employed and perceiving increasing number of nurses
working at the treatment centre), other factors that could
possibly contribute to clients’ satisfaction needs to be ex-
plored. A prospective study of the long term progression
of client satisfaction levels with HIV services right from
initiation of treatment and the determinants of satisfac-
tion, involving a sufficiently larger sample of HIV-positive
patients in many different treatment centres is needed for
further guidance in policy making.
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